focussed on four main assessment sections: mental and emotional health (8-items), self-136 esteem (11-items, adapted from Rosenberg's Scale (Rosenberg, 1965)), dietary habits (14-137 items; healthy habits and unhealthy habits) and physical activity habits (7-items). 138
Participants selected an appropriate response on a five-point Likert scale ranging from "do 139 not agree" to "agree very much". Likert scale scores where summarised to calculate an 140 overall section (and sub-section) score. The questionnaire sections had previously been 141 administered (South Derbyshire Health Authority, 1999 and Stubbs et al., 2012) and were 142 adapted in line with the aims of this study. 143
144

Data Analysis 145
Data were analysed using SPSS for windows (SPSS Inc., Chicago, IL) and Microsoft Excel 146 attendance between workplace and community-based groups at 12 weeks. The same 158 procedures as stated were also adopted to analyse data from the 'completers' of the 159 programme. Due to an unanticipated decline in the response rates (at time points 12 weeks, 160 6 months and 12 months), questionnaire data was only analysed with the completers of the 161 programme. Subsection scores were analysed by a series of independent (between 162 workplace and community groups) and dependent t-tests (within the entire participant 163 sample). Suitable alternative nonparametric test were deployed when assumptions were not 164 met for the parametric tests. Internal consistency of the questionnaire sections and sub 165 scales was measured by using Cronbach's alphas after administration. Statistical 166 significance was set at P<0.05. 167 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60   F  o  r  R  e  v  i  e  w  O  n  l  y (Workplace n=129, Community n=114). Following data cleansing, 11 workplace participants 171 and 1 community participant were removed from the analysis due to incomplete data sets 172 (Figure 1 ). In total 231 participant were recruited, 116 private sector (n=59 workplace and 173 n=57 community) and 115 public sector (n=59 workplace and n=56 community). 174
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Participant baseline characteristics (age, height, weight and BMI) did not differ between 176 workplace and community groups (Table 1) . Of the initial sample (n=231), 138 participants 177 (59.7%) completed the programme. Participants were categorised as 'completers' 178 (workplace n=76, community n=62) if they started the programme, weighed-in at baseline, 179 and attended at least once within the last 4 weeks (weeks 8-12); 'non-completers' were 180 categorised as those who started the programme, weighed-in at baseline and who did not 181 attended in the last 4 weeks. Participant characteristics of completers were also not 182 significantly different in baseline measures between workplace and community groups 183 (Table 2) . Characteristics of the 'non-completers' of the programme (n=93) are also shown in 184 
Questionnaire data 212
The following sections and subscales reported Cronbach's alpha for completer participants: Workplace n=25, Community n=20. Response rate on the sequence of questionnaires was 221 similar between both workplace and community groups, with no significant differences 222 detected between workplace and community groups on any of the subscale sections ( Table  223 3). 224
225
When analysing the data for all 'completer' participants (Table 4) , subscale section scores 226 differed between times of questionnaire administration. Mental and emotional health section 227 scores increased by 0.6 (P<0.05) from baseline to 12 weeks (+0.6) and decreased 0.4 228 between 6 months to 12 months (-0.4). Self-worth section scores increased 2.9 from 229 baseline to 12 weeks(+2.9),; baseline to 6 months (+2.0) and baseline to 12 months (both 230 work (22%), social life (28.6%) and other daily activities (28.6%) before the trial. However 243 after 12 weeks of weight management support this decreased across all three areas; at 12 244 weeks only 15.5% reported that their health affected their work, 20.6% social life, and 14.4% 245 other daily activities. Further decreases were reported at 6 months (6.5% work, 9.8% social 246 life and 9.8% other activities) and 12 months (5.7% work, 10% social life and 11.4% other 247 activities) respectively. 248
249
Participants were also asked to indicate whether they would consider continuing the weight 250 loss programme after their initial 12 week trial by attending a local community group. 46.4% 251 of participants (n=112) expressed an intention to continue attending a Slimming World 252 community based group, of which 60 became paying members after 12 weeks (n=36 253 community and n=24 workplace). When investigating why participants did not continue to 254 attend after the intervention 27 participants felt that the weekly attendance fees were a 255 barrier to continue, however a number of the participants also felt that they had been 256 equipped to continue to lose weight on their own (n=23) with no difference between 257 workplace or community groups. Twelve of the workplace participants felt that they didn't 258 want or have time to attend a group outside of work, with a further 11 expressing time 259 pressures or being too busy to continue with the programme. In addition, participants 260 evaluated how easy they found the SW programme to follow day-to-day whilst at work. Over 261 half52% of the participants (52%) reported the plan very easy or easy to follow, with 15% 262 reporting it difficult or very difficult to follow. 263
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period. 269
The average weight loss after 12 weeks of all participants (-3.9%, n=231) and of those 270 'completing' the intervention (-5.7, n=138) was comparable to audits of referred-NHS 271 members (-4.0%, n=34,271) and high attenders (-5.5%, n=19,907) (Stubbs et al, 2011) . A 272 5% weight loss has been linked to a number of health benefits including, but not limited to: 273 reduced blood pressure; improved cholesterol levels; reduced risk of developing type 2 274 diabetes; improved blood sugar levels; and reduced risk for certain cancers (DOH, 2011) . 275
This indicates that the weight loss intervention may have the potential to benefit wider health 276
problems. 277 278
In addition, the average attendance over the 12 week pilot intervention was similar between 279 the community (7.2 weeks) and the workplace (7.3 weeks) groups for all participants, with 280 'completers' recording slightly greater attendance (community 10.0 weeks; workplace 9.6 281 weeks). There was however no significant difference between groups. It was anticipated that 282 closed workplace groups may not perform as well as community groups because Slimming 283
World groups thrive with the regular addition of new members resulting in the provision of 284 fresh support, ideas, expertise, enthusiasm and motivation from members at all stages of 285 their weight loss journey. Without this, the closed group environment may have become 286 stale and unsustainable for the longer term. We anticipate that the duration of the study was 287 short enough that the workplace groups had not exhausted their ideas or become stale, and 288 had benefited from psychological and social support from their fellow members between 289 meetings within the workplace. However, it is unclear whether closed workplace groups 290 would have remained effective beyond the relatively short 12 week intervention. 291
292
Following the pilot intervention and as an addition to this study all participants were given the 293 option of continuing to gain support from Slimming World by attending an established 294
Slimming World community group, regardless of initial trial arm. From the 243 initial 295 participants, 46.4% (n=112) of participants stated that they intended to continue attending at 296 the end of the 12 week intervention, with 60 participants reporting they had attended post 297 intervention at 6 months. Future research should aim to include weight loss data at 6 and 12 298 months post intervention and could extend the workplace group programme from 12 weeks 299 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 Participants gave self-reported accounts of behaviour change related to diet and physical 304 activity by answering questionnaires at baseline, 12 week (three), six and twelve months. 305
Page 10 of 21 International Journal of Workplace Health Management
Over the 12 week study period participants reported a decrease in unhealthy eating and 306 inactivity habits (e.g. eating unhealthy snacks and watching a lot of TV) and an increase in 307 healthy eating and activity habits (e.g. cooking from scratch and going out for walks). These 308 behaviour changes were sustained over the follow-up period (6 and 12 months). This 309 suggests that the 12 week intervention encouraged sustainable healthy habit forming 310 behaviours which are likely to be beneficial for sustained weight loss and or maintenance of 311 weight loss. 312
313
In addition, measures of self-worth increased between baseline and 12 weeks, remaining 314 elevated compared to baseline throughout the follow-up. Mental and emotional health 315 improved significantly between baseline and 12 weeks and was sustained at 6 months. 316
However scores decreased between 6 and 12 months. This suggests that participation in 317 this intervention improves mental well-being for participants at least in the medium term, 318 extending to 6 months post participation, which could lead to improvements in work 319
performance and overall quality of life. 320
Participant feedback was also gathered regarding the ability of the workplace environment to 321 fully enable the SW programme to be followed whilst at work. Choices at meal times tended 322 to be restricted to the regular menu at the cafeteria on site or what was available at 323 convenience locations (e.g. vending machines, or local shops). Participants indicated that 324 limited free time during an already busy working week was a barrier for those attending 325 workplace groups that took place during the working day. Unfortunately, creating 326 environmental changes within the workplace to support healthier choices on site was beyond 327 and 12 months (33%). Despite prompts to complete the questionnaires, the majority of 342 participants neglected this process at least once (n=93) resulting in a reduced number of 343 participants included within the analysis (participants were required to complete 344 questionnaires at all intervals to be included). Inevitably, the declining response rate caused 345 a further problem with data analysis with the use of multiple t-tests rather than the typical or 346 expected approach for this type of data set (e.g. a two-way analysis of variance). Indeed, 347 this issue has increased the chances of a Type 1 error regarding the results of the 348
questionnaire. 349 350
The current investigation collected weight data during the 12 week programme using the The results illustrate that the Slimming World programme works effectively for the short term 378 (12 weeks) in both workplace and community groups (in terms of weight loss) when 379 employees are recruited from local organisations and given the opportunity to choose a 380 delivery option. The results indicate healthy behaviour changes occur, many of which are 381 maintained beyond the intervention period. The data suggests completers of the programme 382 report improvements in mental/emotional state, dietary habits, physical activity habits and 383 self-esteem after taking part in the intervention compared to baseline. However, it must be 384 acknowledged that questionnaire respondent rates reduced toward the end of the study 385 affecting the power of this interpretation. Whilst there was no significant difference between 386 groups in weight loss outcomes, the sustainability of closed workplace-groups beyond 12 387 weeks remains uncertain particularly as community groups thrive with the addition of new 388 members resulting in the provision of support and motivation from members at all stages of 389 their weight loss journey. Without this, the closed group environment may become stale and 390 unsustainable for the longer term. The study also highlights a number of potential barriers for 391 employees when attending a weight management programme in the workplace and these 392 may need to be considered when investigating the long term success of this type of 393
intervention. 394
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F o r R e v i e w O n l y
Weight change (%) -4.2 ± 3.7 -3.5 ± 3.9 0.7 -3.9 ± 3.8 Attendance (weeks): 7.3 ± 3.5 7.2 ± 3.9 0.1 7.2 ± 3.6 9.6 ± 1.6 10.0 ± 1.9 -0.4 9.8 ± 1.8 3.5 ± 1.9
Data are expressed as mean ± SD. *denotes a significant difference between the Start and End weight (kg) (P <0.05) **denotes a significant difference between the Start and End BMI (kg/m 2 ) (P <0.05) 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48 F o r R e v i e w O n l y Table 4 : Combined data: summarised questionnaire and subscale data for 'completers' (both workplace and community) during the study.
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